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sion rates reported as high as 43% at three months after dis-
charge, it was the logical choice of chronic illnesses to initially
study with the HHM. The UIC Home Health Telemanagement
Service appears to be the only U. S. system of its kind based on
and reporting clinical research outcomes data. A Phase I study,
sponsored by the National Institutes of Health (NIH) was con-
ducted for this purpose, studying 48 patients considered at high
risk for readmission because of their previous CHF admission
history and New York Heart Association functional classification.

Immediately following a hospital admission for an exacer-
bation of CHF, patients meeting the study criteria had the HHM
installed in their homes. Patient used the HHM two times daily,
transmitting their data to a central monitoring station and ap-
propriate telemanagement was implemented as described above.
The outcomes of the study included CHF hospital readmission
days and charges as well as health-related quality of life (QOL).

The hospital outcome data was measured as hospitalized rates,
days or length of stay (LOS) and hospital charges that occurred
at three and six months pre and post study enrollment. Health
related QOL was measured using the Minnesota Living with
Health Failure Questionnaire at study enrollment and monthly
thereafter. The HHM Phase I study dramatically demonstrated
clinical as well as statistical significance for all outcome variables.

Three Month Hospital Readmission Data
Data for hospital admissions at three months following study

Table 2. Hospital Days — Three and Six Months
Pre and Post HHM
400
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enrollment are compared to the pre intervention data and pre-
sented in Table 2 & 3 (see page 12). During the three months
preceding study enrollment, there were 46 CHF hospital admi--
sions among the 48 patients accounting for a total of 239 inpa-
tient days and hospital charges of $456,856. At three months
following study enrollment, only 10 CHF hospital admissions
were recorded, accounting for 45 inpatient days and totaling
$84,245 in hospital charges (P < .001).

(more on next page)

In an industry that depends on mission critical information being
readily avallable and easily accessible. . . . Comprehensive
Health Systems. . . . has the Solution. CHS'’s pms5e and
UFOe work in tandem to answer the needs in today's Home
Care Agency and Hospice marketplace.

pmsbe addresses the informational requirements of
Managed Care. . . . providing your agency with the
tools to make your organization proficient and
efficient. . . . Billing, Integrated Scheduling,
Personnel Tracking, Inventory, Hospice and More.

UFQe ( Units for Field Operations) is the home heaith care providers
dream. With seamless integration to pms5e, this full-featured clinical
application Is uniquely designed to run on the Apple-Newion pen
based computer. The UFQOo clinical repository uploads and
downloads the Information to pms5e. while simultaneously
performing a host of other mission critical functions.

CHS prides itself in providing a total comprehiensive

home care management software solution. . . . asan
Qasis, Outcome-based Critical Pathways, CQI and asss
Care Maps are all featured components of ::::

Comprehensive Health Systems' clinical vision.

7270 NW 12th Street ¢ Suite 500, Miami, Florida 33126

CHS

COMPREHENSIVE HMEALIK SYSIEMS
.. R Eassretias Rhest

Phone 305.599.9992 ¢ Fax 305.594.5652 « 1.800.445.8649

Synergize
Data Flow with
pms,e

and
UFOe

CunIiCAL
FieLo SoLuTion

pmz5 ond B9 are Srudemarks of Comprobancive Nosms Soath Cars Systems, .

Our booth number at NAHC is 308

September/October 1997

the Remington Reports 1



Wy e

o

technology T

Table 3. Hospital Costs — Three and Six Months
Pre and Post HHM
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CHF Re-Admission Rates

Hospital readmission rates, with reference to the most recent
hospital admission prior to study enrollment are as follows:

« at 30 days post hospital discharge, 2.1% of patients

were readmitted;

* at 90 days post hospital discharge, 14.6% of patients

were readmitted;

« at 180 days post discharge, 29.2% of patients had been

readmitted.

Local Chicago three month Medicare re-admissions rates are
estimated at 17%. Current national readmission rates for CHF
are reported as high as 23% at 30 days post hospital discharge
and 43% at 90 days post hospital discharge.

Quality of Life

Health-related quality of life was measured using the Minne-
sota Living with Heart Failure Questionnaire. This tool uses 21
questions (covering physical and emotional aspects) to assess
the patient perception of how having heart failure impacted
their respective lives in the past month. The questionnaire was
administered at study enrollment at monthly thereafter. Scores
can range from 0 (best possible perceived QOL) to 21 (least de-
sirable perceived QOL). Statistical significant (p=< 0.01) was
demonstrated at all time points during and post HHM use rela-
tive to score at time of discharge (which would reflect one month
prior to discharge).

Conclusions

Throughout the study 91% of the study participants transmitted
data > 1 time per day. Yet only an average of 5.1 minutes per
patient/per day by the monitoring service staff interacting with
and managing patients. The majority of drug-adjustment inter-
ventions (56.8%) were made in diuretic dosages in response to
weight changes. Extrapolation of the system’s efficacy and effi-
ciency is obvious from the presented data. The system allows
for early and aggressive interventions to prevent re-admissions.
The availability of the objective data adds to the scientific value

12 the Remington Reporte

and the ability to objectively evaluate interventions. The avail-
ability of a 24-hour central monitoring station and alarm sys-
tem provided an overall safety feature.

+ Considering the design limitations of this Phase I study,
(non-randomized with one group serving as their own control)
the implications of the results are obvious and dramatic.

* Based on the presented data, the HHM telemanagement
model used at the UIC, is an efficient and effective method to re-
duce CHF re-admissions and therefore decease hospital days and
charges.

¢ Health related quality of life (QOL) for patients was sig-
nificantly improved after the use of the HHM.

It is acknowledged that the best design to validate these Phase
I results would be a randomized, parallel group design and the
UIC has been funded by the National Institute of Health (NIH)
to pursue such a study in the near future.

Implications for Telemanagement of Chronic
Condition Patients In The Home

There are several major implications:

* patients recover more rapidly from post operative proce-
dures and have an improved quality of life;

« the economics of achieving more than $8000 in cost re-
ductions per patient in three months for provider organizations
who assume clinical and financial responsibility for chronic pa-
tient populations is excellent and more than covers the cost of
technology and services;

« there is a strong potential for developing new chronic care
patient management revenue opportunities for home care and
other chronic care patient management organizations;

* improved chronic care treatment procedures result from
continued analysis of aggregated patient data;

* new opportunities to change the behavior of patients in
the management of chronic conditions that will yield better out-
comes and quality of life; and,

« the use of telemanagement approaches, such as those de-
scribed at UIC, can be applied, in the home, to the managemen:
of other costly patient chronic conditions. RF

Arthur E. Schiller Jr., is President of Value Creation
Strategies, Inc. Lincoln, MA

lMary Bondmass, MSN, BN, PhDc, Director of the Home
Health Telemanagement Service at the University of Illinois at
Chicago, Section on Cardiology, and a clinical nurse specialist
with more than 10 years of cardiac critical care and
emergency department experience.

Boaz Avitall, MD, PhD, Associate Professor of Medicine and
Director, Clinical and Research Cardiac Electrophysiology,
Section of Cardiology at the University of lllinois at Chicago.

References:

1 “Home Healthcare: Wired & Ready For Telemedicine”, Audrey
Kinsella, Information for Tomorrow, 1997. Based on sources de-
scribed in that publication which includes information from the Natione
Chronic Care Consortium and a report, “Chronic Care in America: /
21st Century Challenge,” Institute for Health and Aging, 1996.
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technology-based home care
for disease management

By: Arthur E, Schiller, Jr.

Mary Bondmass, MSN, RN, PhDc and Boaz Avitall, MD, PhD

has long been considered a future solution

for controlling costs and improving patient
satisfaction. To many involved in patient care, it
seems intuitive and natural. However, beyond intu-
ition there are questions as to what diseases, clini-
cal processes, administrative processes, and patients
are best suited for technology-based home care. It
is somewhat understandable that, to date, health
care executives have not invested large sums solely
on intuition. Reliable clinical and cost data are im-
portant to justify the investments for changing the
delivery of chronic patient care.

It is assumed that disciplined research on home
health patient monitoring that identifies disease
specific cost reductions of approximately $8000
per patient (three months), will contribute to the
understanding of the significant value proposition
for home monitoring technology, coupled with a
knowledge base, for post operative and chronic care
patients,

e lectronic home-based patient management

Chronic Patient Care Constitutes a Major
Challenge For Cost Effective Health Care
Delivery

There are a number of chronic and acute care patients in this
country with different diseases. A survey made in 1994 by The
National Center For Disease Statistics reported the chronic
conditions per 1000 persons by sex and age in the U.S. indicates
that a large portion of the U.S. population is afflicted with some
chronic disease or condition.

The compressed table below simply summarizes the chronic

8 the Remington Reporte

conditions, per 1000 people, with the greatest impact.

According to the study, a higher number of patients over 75
years of age are afflicted with chronic conditions. It is estimated
that chronic illnesses and their associated complications account
for an estimated 70% of annual personal health care costs.'

The burden for payment for chronic disease management
falls heavily on Medicaid and Medicare. Effective patient care
management is primarily the responsibility of hospitals, physi-
cians and home care nurses. Monitoring technology, coupled
with the knowledge base, can be a major contributor to reduc-
ing the costs, improving patient satisfaction and increasing
chronic patients revenues.

(more on page 10)

September/October 1997



Providing
Proof
to Payers

A home health agency’s
telemedicine effort
focuses on proving the
effectiveness of the
technology to managed
care plans. -

.By Bill Siwicki -
Senior Editor

or home health care agen-
cies, 1999 may mark
either their Independence
Day or their Waterloo.

The Clinton adminis-
tration recently issued a
comprehensive set of pro-
posals designed to curb soaring
Medicare home health care costs. The
measures seek to move reimburse-
ment for home health care to a prospec-
tive payment system, similar to the
way Medicare pays hospitals fixed
fees set in advance for inpatient care.
And until the new system would take
effectin 1999, the administration has
asked Congress to pass measures that
would cut the growth in Medicare
home health spending by about $13
billion over the next two years.

As a result of this reimbursement
squeeze, home health care providers
must find a way to provide high qual-
ity home health care at lower costs or
risk going out of business.

Executives at Cambrian Homecare
believe they have found the way to
best deliver home health care in the
new era of cost-consciousness. The
small, independent agency—Ilocated
in the heart of managed care country,
California—is banking on telemedicine
as the key to securing a successful po-

PHQOTO BY ERIC SANDER

From left, Cambrian’s Rhiannon Acree, Joan Pimentel and Cam Johnson

sition in the home health care market
of tomorrow. Cambrian, which had
revenues of $4 million last year, has in-
vested more than $30,000 in tele-home
health care technology from Ameri-
can TeleCare Inc., Eden Prairie, Minn.
The telemedicine equipment enables
agency nurses at Cambrian’s Torrance,
Calif., headquarters to examine and
monitor patients in their homes via
standard telephone lines.

Managed care focus

“We are not a national or statewide
home care provider, and for us to get
a piece of the big managed care pie, we
have to be able to offer the services
providers and payers want. Telemed-
icine is the way we can serve the man-
aged care population and prosper,”
says Rhiannon E. Acree, R.N., presi-
dent and administrator of Cambrian.
“Telemedicine is a way to deliver
health care in a more cost-efficient
manner while maintaining or even im-
proving quality. And frankly, anyone
not exploring such new technologies or
methods today will not be here to even
talk about health care tomorrow.”
Cambrian’s telemedicine program
will be a key moneymaker for the
agency, and the managed care market

will be where it all happens, Acree
predicts.

“In our discussions and negotiations
with managed care payers, we’ve found
they really like telemedicine: they buy
into it conceptually, they buy into the
fact that telemedicine will cut costs,”
she says. “The HMOs and PPOs out
there just need hard data that proves
telemedicine’s efficiencies. Once
they’re presented with that data, they’ll
sign on the dotted line. So it behooves
us to get as much data as we can, which
is what our whole telemedicine program
today is all about.”

The focus on collecting and ana-
lyzing telemedicine outcomes data
makes Cambrian Homecare’s telemed-
icine effort innovative and significant.
Some, especially indemnity insurers,
perceive telemedicine as increasing
access to health care and thus increasing
health care costs, and no concrete out-
comes data yet exists to prove the tech-
nology improves care and lowers costs.
As aresult, many insurers are still re-
luctant to embrace telemedicine.

Many managed care payers reim-
burse home health care organizations
with fixed lump sums per service or per
patient. Consequently, many providers
and payers involved with home health




in markets where managed care is
dominant would embrace telemedi-
cine if it can be proven that the tech-
nology helps provide quality care while
reducing operational costs, thus in-
creasing profit margins.

Indemnity insurers and certain oth-
er short-sighted payers haven’t em-
braced telemedicine because they don’t
yet see how it can cut costs in the long
run, says James Logan, M.D., secre-
tary/treasurer of the American Telemed-
icine Association, Washington, and
president of Logan & Associates, a
Norman, Okla.-based telemedicine
consulting firm.

“Cambrian Homecare is quite shrewd
to specifically target managed care as
a market for telemedical services. The
agency can avoid the fee-for-service
quagmire while positioning itself for
a slice of a much larger market—man-
aged care,” Logan says. “Reimburse-
ment barriers vaporize under managed
care, assuming managed care payers are
convinced telemedicine simultane-
ously can maintain quality and de-
crease costs.”

Cambrian is taking the leap and do-
ing what must be done to convince
managed care payers that telemedi-
cine is a major key to success, adds
Logan, one of the judges for the In-
novators Awards’ telemedicine cate-
gory. “The agency is gathering and
analyzing operational data, and lots
of it,” he says. “And that strategy is es-
sential to success.”

The technoloygy

Cambrian began using telemedicine
for certain patients in February. The
agency spent $30,000 for five patient
telemedicine units, which operate in a
patient’s home, and a base unit, which
nurses run at Cambrian’s main offices.

Administrative staff estimates it
costs $300 to $400 a month for each pa-
tient receiving care via its fully oper-
ational telemedicine program. Con-
versely, it costs at least $500 a month
for a registered nurse to visit a home

health patient three times a week. Not
only is there a clear cost differential, but
the telemedicine equipment enables
nurses to visit patients more than three
times a week, providing a link to med-
ical care 24 hours a day.

So far, Cambrian has treated fewer
than 20 patients via telemedicine. Clin-
icians are focusing on using telemed-
icine to treat those patients who have
chronic conditions,
such as diabetes, that
generate more com-
prehensive use of the
system and thus gen-
erate more telling data
on outcomes.

Cambrian has dubbed
its tele-home health care
system PATSY, for per-
sonal audio-visual
telemedicine system.
The home-based component weighs
16 pounds and features a flip-up video
screen and telephone handset. The unit
has no telephone keypad, but instead fea-
tures three large colored buttons used to
initiate such things as video link-ups
and blood pressure tests. The nurse’s base
unit component is very similar, al-
though it features controls for clinical
test operations and picture clarity.

In a typical tele-home health visit, a
nurse telephones a patient. The two
discuss the patient’s well-being and
other clinical matters. The nurse then
asks the patient to press the large white
button on his or her telemedicine unit
to initiate a near-real-time video link-
up. The nurse then can conduct a phys-
ical examination of the patient.

For example, the patient wraps a
blood pressure cuff around his or her
arm and presses a blue button. That
causes the telemedicine unit to take
blood pressure readings and digitally
display the results for the patient to
read back to the nurse. Also, the patient
can attach a magnifying lens onto the
tiny camera atop the video screen.
This enables the patient, for example,
to set an insulin syringe on the lens

- “They're shrewd
to specifically
target managed

care as a
market for
telemedical
services.”

so the nurse can ensure proper med-
ication dosages.

A tele-stethoscope connected to the
patient’s telemedicine unit enables
nurses to listen to patients’ heart, lung
and bowel sounds. During an exami-
nation, a nurse instructs a patient via
video about where on the chest or back
to place the device. The stethoscope re-
quires its own telephone line to trans-
mit the sounds from
inside the patient. If
the patient does not
have a second phone
line available, a piece
of technological in-
novation is used to
transmit the audio
feed. A cellular com-
ponent built directly
into the stethoscope
can dial the Cambri-
an base unit and transmit the patient’s
heart, lung and bowel sounds via a
cellular phone-type connection.

This fall, American TeleCare will add
electrocardiogram capabilities to its
telemedicine system. Cambrian nurs-
ing staff are anxious to add this clini-
cal test to their telemedical repertoire
to better monitor patients and glean
enhanced outcomes data, Acree says.

Patient empowerment

Because patients are so involved in
administering these clinical tests, the
patients feel more empowered and
more a part of the medical process,
says Joan Pimentel, R.N., Cambrian’s
telemedicine coordinator and clinical
education and training coordinator.

“Patients like the additional control
they suddenly have through telemed-
icine,” Pimentel says. “And it serves to
better educate them on all kinds of
health care matters, such as what ex-
actly blood pressure is and why it’s
crucial to manage medications pre-
cisely and consistently.”

Cambrian’s nurses already are see-
ing some trends in their early clinical
outcomes data. One such example is




decreased emergency situations that
force patients to visit a hospital emer-
gency department. The baseline data
that staff members are collecting
includes patient name, patient clinical
problems, visit times and lengths, and
when and how home care staff have
prevented physician and/or emergency
department visit costs.

Cambrian expected to sign a con-
tract by July | with a California-
based HMO for home health care
services that include telemedicine
and reimbursement for telemedical
services. Cambrian is in discussions
or negotiations with other managed

care organizations. The home care
provider sees the accumulation of
more data making such negotiations
a much easier task.

“In our negotiations today, for ex-
ample, we have one organization look-
ing to reimburse our telemedicine ser-
vices at a per-visit rate and another
organization looking to reimburse us
through a capitated monthly rate,”
Acree says. “Paying a monthly rate
for telemedicine is very intriguing to
us because it enables us to accept the
risk in a managed care scenario. Ide-
aily, though, I would like to have both
such styles of reimbursement so we

can gather hard data on which may or
may not work better for providers.”

Cambrian plans to have formal data
by the end of the year that substantiates
reduced emergency department vis-
its, costs payers have saved, patient
satisfaction levels with telemedical
care, and information on what would
have happened in patient cases if
telemedicine were not in place.

“Today, we’re in serious discus-
sions or negotiations with 10 different
providers and payers concerning
telemedicine,” Acree says. “If we don’t |
get this data fast. nobody will be talk-
ing withus.” '

Reprinted with permission of Faulkner & Gray, Inc. 11 Penn Plaza, New York, New York, 10001. (800) 535-8403.
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telemedicine

tele-home care in a
managed care setting

- “A Case Study of a Provider
Usmg Tele»Home Care (Telemedicine)”

By: Baﬁy K. Baines, MD

s the growth in home

health care continues,

new challenges will
appear that will create opportuni-
ties for those organizations whose
clinical, operational and financial
“worlds” are in alignment. This
alignment will allow for innova-
tion in the delivery of home
health care services to patients.
One such innovation is the use of
“tele-home care” technology. For
the purposes of this article, tele-
home care is defined as providing
an interactive video telephone
home care visit by a home health
nurse.

This article will describe the
application of this technology by
a home health care agency in a
managed care setting. Equipment
set-up, patient selection, and out-
comes of the project will be

described.

BACKGROUND

The home care agency is part of
an integrated health care delivery
system. [t operates as a “cost-cen-
ter” rather than a “profit center.”
In addition, most of the over-65
population are enrolled in a
Medicare risk contrace. This situ-

November/December 1996 the Remington Reporte 27
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there was a 30% reduction in overall per member/per month medical
costs. Half of these savings were the result of a decrease in inpatient costs.

The remainder of the savings were distributed among Emergency Room,

Durable Medical Equipment, Home Care, and Outpatient clinic costs.

ation empowers the home care agency to pursue care delivery
options that focus on improving care for the entire system.

Whether a service is reimbursable or not, is not an issye. The .
“me Patients that do not require “hands on” care with each

added value of thg service to the system is critical.  This is.
important in the &ase of tele-home care services, which cur-
rently aren’t reimbursed by Medicare.

EQUIPMENT SET-UP FOR PATIENTS
Ten portable telemedicine units were purchased. These
units utilize regular telephone lines for their operation. They
are simple to use, requiring the push of one buttom to acti-
_vate. The units allow for direct viewing of the patient; mea-
surethent of blood pressure, and a telephonic stethoscope that

‘enables the nurse to listen to heatt and 1ihg stlmds *

Once a patient was referred for tele-home care services,

and patient consent was obtained, an additional telephone
line was installed in the patient’s home at the expense-of the
healthplan. The tele-home care nurse would install the unit
in the patient’s home and educate the patient on how to
operate the unit. Tele-home care visits were set-up on a
scheduled basis. While the patient was receiving tele-home
care services, the healthplan also paid for the monthly tele-
phone service.

FOR THE NURSE

A central telemedicine unit was purchased and installed
in the office of the home health agency. The central unit
allowed for two-way viewing (nurse-patient and patient-
nurse). One nurse conducted almost all of the video visits on

a scheduled basis.

PATIENT SELECTION
. Criteria were developed for appropriate patient selection.
These criteria were categorized by their clinical, operational
or utilization indications. Patients usually met at least one
indicator in each of the following categories:

CLINICAL INDICATIONS
Chronic disease in a state of decline:
¢ Congestive Heart Failure

¢ Chronic Lung Disease

¢ Diabetes

¢ Dementia

¢ Cancer

28  the Remington Reports

OPERATIONAL INDICATIONS
¢ Patients requiring two or more home care nursing visits
per week.

visit. » .
¢ Patients with an unreliable caregiver situation.
¢ Patients with poor compliance to instructions or medica-
tion use.

UTILIZATION INDICATIONS

¢ DPatients requiring frequent clmlc visits ( they are usually

anxious).
¢ Patients seen in the emergency room within the past two
months. " Py T

o 'Patlents hospht’ahzed' within the past 6 months .

OUTCOMES FOR TELE-HOME CARE SERVICES

There were 14 patients for whom outcome measurements
were initially obtained. These outcomes were measured in the
areas of care utilization, medical costs, patient satisfaction,
and provider satisfaction.

CARE UTILIZATION

Patients received tele-home care service an average of
three months. The average number of tele-home care visits
for each patient was 5.3 per month. After tele-home care ser-
vices were started, patient-provider contacts increased almost
30%. However, in spite of these increased contacts, there was
a 30% reduction in overall per member/per month medical
costs. Half of these savings were the result of a decrease in
inpatient costs. The remainder of the savings were distributed
among Emergency Room, Durable Medical Equipment, Home
care, and Qutpatient clinic costs.

PATIENT SATISFACTION

The results of patient satisfaction survey indicated that
the majority of patients receiving tele-home care services
were highly satisfied with the services. Patients found the sys-
tem easy to use. They especially appreciated the security and
convenience of having personal and professional attention
without requiring travel. Patients and their families found
the use of this system reassuring because of the perceived
increased accessibility to care providers.

November/December 1996
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PROVIDER SATISFACTION

The home health nursing staff believed that the tele-home
care visits resulted in more efficient use of professional nurs-
ing time. There were several times that early detection of
deteriorating status resulted in a timely intervention that
avoided an inpatient admission.

The primary physicians generally had a minimal awareness
as to whether or not patients were receiving tele-home care
services. When apprised of this program, several did acknowl-
edge a reduction in physician visits and/or phone calls.

CONCLUSIONS

Upon reviewing all of the information collected on tele-home
care patients, the‘followmg conclusions were reached: 1)
Quality of care was either improved or maintained by tele®
home care visits, 2) Operational implementation of tele-
home care was not difficult, 3) Tele-home care was readily
accepted by patients, theirfamilies, and health care providers,
and 4) Tele-homeé care was associated with reduced health-
care costs.

Although the use of tele- home care is still in its mfancy, .

these’ early results support the cortinued experementatlon
»
with this technology Many questions semaingtosbe answered

November/December 1996

such as:

o Which patients receive the most benefit from tele-home
care!

¢ [s there an optimal length of time to provide these ser-
vices!

¢ In what other care venues will this technology add value?

To thrive and succeed, it is imperative that home health care
position itself as a discipline committed to innovation in the
application of technology to improve the care of patients and
their communities. It is important that we are not diverted
by technology for technology’s sake, but rather to use tech-
nology as a tool to improve the quality of life of the patients

we serve.

Barry K. Baines, MD is Associate Medical
Director for Centralized Patient Care
Services for HealthPartners , Minneapolis,
MN

American TeleCare
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Tele-home healthcare

Introduction
B ur last close look at tele-home health was in September 1995
Jl (Vol. 3, No. 3). At the time we knew only of two, maybe three, tele-

e home nursing projects in the U.S. Qur 4dy,Annual Survey shows at least
10 programs active in 1997. These are all small, the largest following about 300
patients in a year’s time. It appears that the numbers are going to start increasing
very rapidly, for two reasons. First, the technology has evolved so that effective
interactive nurse- patient interactions can be done over regular phone lines, using
equipment that costs less than a personal computer ~ sometimes far less. Second,
the economits of tele-honi® health care are extraoidittarily compelling.

A recent study, in which I participated, underscores this dramatically. In that study,

- over 900 nursing charts from home health agencies in Massachusetts, Chicago, and
Kansas City were reviewed to assess the activities undertaken by visiting nurses dur-
ing the home health visit. Our preliminary analysis, to be updated this fall, found
that over half of all nursing activities were such that they could be done remotely,
using telecommunications technologies. Moreover, the consistent evidence from cur-
rent tele-home health projects is that the total cost of providing service electronically
is less than half the cost of an on-site nursing visit, with no decrement in quality of
care or participant satisfaction. Why? Because on-site home nursing is highly ineffi-
cient. On average a visiting nurse can see only 5.2 patients/day, because much of the
day is spent driving. A tele-home nurse can care for 15-25 patients a day. This does-
n't mean simply that more individual patients can be seen. It also means that the
same patient can be seen 2 or even 3 times daily. This is good for patient care, and
economically could never be done with an on-site visiting nurse.

We'll follow up in our December issue with Tele-Home Health Care Part 2. Look
for an update on Dr. Keiko Nakumura’s ISDN-mediated tele-home health project in
Tokyo, as well as developments in Italy, Israel, Canada, and the U.S.

14 TELEMEDICINE TODAY AUG 97
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Mandate for change

he Tele-Home Health project is
occurring during a time of great
change in health care, Society is
mandating that health care costs
be controlled while maintaining quality and
access to care. The highest utilizers of home
health services are the elderly—also the most
rapidly growing segment of our population.
Kaiser Sacramento's Home Health Department
alone has seen its new referrals increase from an
average of 360/month in the first quarter of
1996 to 520/month in the first quarter of
1997. We felt that remote consultation tech-
nology should be explored because it might
allow us to maintain and even improve patient

contact while reducing travel costs.

Over the past several years hospital days
have dramatically decreased and more patients
have been receiving care in the home setting.
The Tele-Home Health project was a natural
link between the medical center and patients'
homes. Although people generally prefer to
receive services in their homes, this shifr away
from the hospital and clinic setting may jeopar-
dize the patient/provider relationship. Remote
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consultation technology, if implemented suc-
cessfully, could help to bridge that gap and
ensure that quality health care will not be sacri-
ficed to cost savings.

Concept to implementation
The proposal to introduce Tele-Home Health

was brought to Kaiser's Interactive
Technologies Initiative (IT1) for consideration.
ITI began operating in late 1995 to idenify,
develop and evaluate new models of health care
delivery using interactive technologies.
Telemedicine/Telehealth technologies are key
areas of interest, and have been deployed in sev-
eral projects. These utilize different equipment
and network solutions depending on the med-
ical specialty being addressed, but share the
goal of improving member access and sat-
isfaction while maintaining or improving qual-
ity of care.

The home health project was undertaken
in a research setting because there was insuffi-
cient peer-reviewed literature regarding quality
outcomes and cost-benefits provided by tele-
home health care. There were simply not
enough findings available to make a business

decision in support of widespread implementa-
tion of telemedicine. With this in mind, Tele-
Home Health was designed to include a rigor-
ous evaluation methodology that would mea-
sure changes to access, service, quality of care,
and cost-benefit.

Research design

This pilot project uses a randomized design
with one hundred patients in the treatment
(intervention) group and one hundred in the
control group. Control group patients receive
their home health care in the usual manner:
most visits are in-person by a visiting nurse,
with some visits conducted via telephone. A
telephone visit is commonly used to follow up
on patients who are reporting their health sta-
tus or any response to medication changes. The
treatment group receives some in-person visits
and some visits using a remote consultation,
home-based video system. The system selected
for this research study was developed by
American Telecare, Inc. (Eden Prairie, MN.
telecare@mn.uswest.net). It operates over ordi-
nary telephone lines, takes very little time to
install, and even frail and elderly patients find it
simple to use (Photo apposite page). Each unit



Home health patient and his wife talk fo nurse during a
tele-home health visit.

has an electronic stethoscope (American
Telecare) which also operates over an ordinary
phone line. Because the video and electronic
stethoscope cannot operate over the same
phone line, participating patients had a sepa-
rate phone line installed at their home. Twenty
units were deployed for this study, rotated
among the 100 patients as needed.

Inclusion in the study was limited to
patients with specific diagnostic and urilization
criteria. Participants had to have been diag-
nosed with COPD (chronic obstructive pul-
monary disease), cardiac disease, CVA (cerebral
vascular accident), wound care, and/or anxiery.
Furthermore, they needed to have two or more
visits per week for some period over the course
of the project.

Patients were encouraged to complete sat-
isfaction surveys. To determine cost effective-
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ness, the study compares: a) cost per visit and
cost per case; b) numbers of outside refer-
rals; ¢ staff productivity; d) reduction in
unnecessary visits to urgent care, emergency
department or hospital days.

Barriers

Realizing that some of our home health staff
would regard Tele-
Ht)_me Health with
skepticism, plans were
made frdm the dnset
to educate staff and
take their concerns
into account. We were

tem

aware that the intro-

duction of this new technology in the
Sacramento home health department would be
particularly stressful in light of Kaiser
Permanente’s broader organizational redesign,
which is ongoing. To ease the transition, we
phased in use of the home health video system
rather than introducing it all at once. In Phase
One all the video visits were done by a desig-
nated TeleHealth Nurse (Photo opposite). In
Phase Two other staff were trained to do these
visits, and were expected to use the system as

.%o ease the transition,
" we phased in use of the

home health video- sys-
rather than
ducing it all ot once.

part of their regular patient care practice.
Initially there was significant staff resis-
rance to using the home video system. The
major concern was that the home video system
would replace nurses, resulting in lost jobs.
Also, the nursing staff felt they were being
asked o accept a change that might threaten
their professional relationship with patients.
One strategy that helped to lower staff resis-
tance was a commu-
nication plan that
apprised people of
project  develop-
ments and nipped in
the bud mispercep-
tions surrounding its

intro-

implementation.

Staff acceptance developed as providers
saw how much their patients liked using the
system. Also, providers found thar telehealth
allows for more flexibility in their daily sched-
ules. For instance, if a nurse has two patients
requesting a home visit from 10-11 AM., only
one can be accomodated. The home video sys-
tem allows a nurse to visit a patient and within
15-20 minutes be with another. The staff has
found the system easy to continued page 19

Table 1
In-person vs. telenursing visits

Type of Visit
Feature In-person Video
MAXIMUM DAILY CASELOAD 5.2 patients 15-20 patients
VISIT LENGTH 45 minutes 18 minutes
TRAVEL TIME REQUIRED Yes None
MILEAGE COSTS Yes None

RESPONSE TIME

Triaged over phone by RN; -
then, as appropriate, an
in-person visit within

24 - 48 hours

Triaged over phone by
RN; then, as appropricte,
an immediate televideo
visit

AUGY7 TELEMEDICINE TODAY 1]



KAISER PERMANENTE continued from p. 17

use, but the biggest selling point has been in see-
ing how reassured patients are to know that they
have instant home access to their health care
providers,

Tele-Home Health does not replace all in-
person visits. The home video system is an addi-
tional service. Some visits require hands-on care
and these continue to be done in-person. In some
cases, however, patients have even asked their
nuises to use the remote system instead of visiting
in person because it is very convenient.

Preliminary Findings

Patient satisfaction surveys, with over a 70% sur-
vey return rate, imlicate patients like using the
home video system, find it simple to use, and feel

it is very reassuring. Staff satisfaction using the

system is also very high. Preliminary findings
indicate this technology is cost effective when
mtegratcd properly in the home care set-
tmg, wigh savings of aboul33% 50% com-
pared to on- site visits.

Typical comments from patlcnts include:
“The system was very basic and easy to use” and
“Consoling to know you had help thit®close and
[ knew if [ needed help I didn't have to wait".

The current organizational pressure to
increase productivity has affected the degree to
which home health staff was willing to participate
in Tele-Home Health. Until the value of using the
technology is personal and experienced by -the
individual nurse, buy-in will likely be limited.
Adding telehealth visits to an already hectic day
and not counting telehealth into productiviry will
decrease staff participation. Our organization is
developing guidelines for telephonic and video
visits, including how to integrate these methods
appropriately into a patient care plan.

The profession of nursing is for the first time
being confronted with job uncertainty.
Remington (see references) addressed this fear by
stating that telehealth will only put nurses out of
the job of driving a car to see a patient. Nurses
will continue to provide patient care, but in a
more efficient manner. The major goal of home
health care has always been to move patients
toward self care. A patient commented on their
survey, "When I needed them they were there."
Telehealth encourages patients to become active
partners in their own health care management.
We will learn during this study how to use
telenursing to supplement their home care and
to improve access to services.

" Remington,

elemed-care.com.

REFERENCES

Coeling #1S, Simms M. Facilitating innovation at
the nursing unit levelthrough cultural assessment,
Part 1: How to keep management ideas from
falling on deaf ears. ] Nurs Admin 23:46-53,
1993.

Gookin L. Effects of capitation of home health
care. Geriatric Nursing 15:167-168, 1994,

Mahmud K, LeSage K. Telemedicine: a new ldec ..

for home care. Caring 14:48-50, 1995.
3:22:23, ‘V?QS

Barborcjohnston RN P

. Hospice Administration, Kaiser Permonenfe

Med Ctr, 2025 Morse Ave, Sacramento, CA
958252115
T

Reprinted with
permission from
the August 1997
issue of
TELEMEDICINE TODAY

(mtervlew] Telemedlcm: Todcy, .



Livingston Memorial | Visiting Nurse Association & Hospice | Health LMVNA Page 1 of 3

i# DONATE NOW i HOME
HOME HEALTH CARE 8 ABOUT LMVNA
& HOSPICE {& SUPPORTING LMVNA
! {#] HOME TELEHEALTH NEWS
Ty T B A g e § {8 BEREAVEMENT SUPPORT {8 WORK AT LMVNA
IJVII}gStOIi?‘b iﬁi} l{}rid’g {88 CALENDAR OF PROGRAMS CONTACT US

Visiting Nurse Assocation & Hospioe

HOME HEALTH CARE
Home Health What We Offer

i Whatis Home Health? - . s .
Livingston Memorial Visiting Nurse Association offers a variety of home

L» Who Qualifies? health services ranging from rehabilitation to infusion therapy to palliative

~. Who Will Pay? care to hospice care. We offer services to the community including support
groups and education classes. LMVNA staff includes nurses with experience

~ Our Care Team in areas such as, geriatrics, orthopedics, wound care, and infusion therapy.

Our therapy component is extensive and includes physical, speech, and
occupational therapists. We employ licensed medical social workers to serve
i What We Offer the extensive psychosocial needs of patients and their families. Licensed
dieticians provide nutrition counseling. This level of service is unigue in
Ventura County but, in our opinion, necessary to properly serve our high
volume of active patients.

- Community Services

Services Offered:

Skilled monitoring of medical/surgical conditions
Telehealth services

Intravenous (1V) therapy

Catheter care and management

Diabetic instruction

Ostomy and wound care

Home safety evaluation and functional assessment
Rehabilitative services: physical therapy, speech therapy and
occupational therapy

Medical social work

Palliative care

Nutrition counseling

ET (Enterostomal Therapy) nursing

Infusion Therapy

Advances in health care technology make it possible for many 1V patients to
receive treatment safely and conveniently at home. Livingston Memorial
Visiting Nurse Association's home infusion therapy program combines high-
tech nursing skills with patient and family education to provide the most
comprehensive, quality care available. Livingston Memorial Visiting Nurse
Association's IV-competent registered nurses work in conjunction with each
patient's personal physician.

PICC line maintenance

Total parenteral nutrition

Antibiotic/anti-infective therapy

Hydration

Care of all central venous access devices and peripheral lines
Pain management; subcutaneous, parenteral and portable PCA

pumps

Drug information services

Coordination of IV supplies and pumps EXHIBIT
Medication administration instruction
Durable medical equipment coordination
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